A recent editorial 1 and articles 2,3 in the Archives investigated the complex relationships between obesity, mortality, and disability, and studies that take into account the dynamic history of body weight over one's life span were called for. In the follow-up of the Helsinki Businessmen Study, we have combined these aspects (weight gain in midlife, mortality, and healthrelated quality of life [HRQOL] in old age 4 ). We report herein the extended follow-up (now up to 30 years) of these relationships.
Results. During the 30-year follow-up, 534 men (32.2% of the initial 1974 cohort) died. Mortality was 29.6%, 24.8%, 31.9%, 29.3%, and 40.7% from the lowest to the highest midlife weight gain group. Body mass index at age 25 years did not predict mortality. Using the group with weight gain of 0.1 kg to 4.9 kg as reference, we determined that the adjusted mortality risk was significantly (P=.001) increased only in the highest (Ͼ14.9 kg) weight gain group (relative risk, 1.63; 95% confidence interval, 1.21-2.20); the 95% confidence interval of the group with no weight gain up to midlife included unity.
In 2003, 837 men (72.2% of eligible participants; median age, 77 years [interquartile range, 73-80 years]) responded to the questionnaire survey including the RAND-36 instrument. The pattern of weight gain from age 25 years to midlife in 1974 was similar among responders and nonresponders. Analyses of the association between the midlife weight gain and the RAND-36 scales in 2003 were extensively adjusted (age, variables measured in 1974, body weight both at age 25 years and in 2003) (Figure) . The adjusted analyses showed that a larger midlife weight gain was associated with lower RAND-36 scores (suggesting worse HRQOL) in old age in 2003.
Comment. In this homogeneous, mainly nonobese white male cohort followed up to old age, only the largest weight gain (Ͼ14.9 kg) from 25 years of age to midlife was associated with a significantly (P=.001) higher long-term mortality. Those with the smallest weight gain (Ͻ5 kg) tended to have the best prognosis. Importantly, weight gain up to midlife was sensitively associated with HRQOL later in life. The men with no or minimal weight gain up to midlife consistently had the best HRQOL; a larger weight gain was associated with clearly poorer HRQOL in old age. As the editorial rightly pointed out, weight reduction in old age is a complex issue. 1 However, pre- 10.0-14.9 >14.9 P <.001 P = .01 P = .01 P = .003 P = .004 P <.001 P = .01 P = .005
Figure.
The association between weight gain up to midlife and the health-related quality of life 30 years later in old age. PF indicates physical function; RP, role physical; BP, bodily pain; GH, general health; VT, vitality; SF, social function; RE, role emotional; and MH, mental health.
vention of overweight earlier in life seems justified also (and especially) from the geriatric point of view. Although the article by Back et al 1 showed a statistically significant increase in the number of bad news skills and transitional skills acquired, it does not necessarily prove that the course improves communication skills in a clinical context. Before the acquisition of a skills' set can be concluded to improve communication skills, the skills themselves need to be shown to be effective at improving the patient experience. It is easy to show that after you introduce new behaviors, people will use them more. This does not translate to effective change in communication interaction.
As the authors have themselves pointed out, the cognitive maps used have not been validated in patient outcome studies. The efficacy of training would be better demonstrated by examining changes in the participants' real practice, using patient satisfaction data as a more representative outcome measure. Until then, it is probably not advisable to promote the usefulness of a technique that has not been shown to be useful at improving communications skills as such and rather allow it to remain a useful technique by which to modify behaviors, the usefulness of which can then be assessed.
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A Partial Solution to a Big Problem
T he recent article by Back et al 1 provides insight into the efficacy of an intensive physician training program to increase communication skills regarding end-of-life care and delivery of bad news, two of the more complex, daunting, and gratifying tasks that physicians perform on a regular basis. While I applaud their efforts to develop this program and assess its value, 2 things are troubling.
First, this is a stinging indictment of current physicians' communication skills. As one of many examples from their data, prior to the intervention only 16% of oncology fellows mentioned the word "cancer" to their patients with cancer. This is terrible by any standard. What is worse is that these fellows were selected "based on interest in communication as expressed in a brief personal statement, potential as an educator, and research in communication," 1(p454) essentially a group already predisposed to doing this "well"! Second, using a 4-day intensive program to improve communication skills seems somewhat effective but hardly the complete answer to this glaring problem. Of the skills being taught, the majority were learned by only 40% to 60% of the participants (again, highly motivated participants by 
